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SUMMARY
Background. Patients with shoulder disorders are believed
to benefit considerably from steroid injections. However,
the controversy about their efficacy persists.
Aim. The study was designed to assess the efficacy of
steroid injections for shoulder disorders.
Method. A systematic computerized literature search in
Medline (Index Medicus 1/1966-10/1995) and Embase
(Excerpta Medica 1/1984-10/1995) was conducted, supple-
mented with citation tracking of all relevant publications.
Studies published before November 1995 were selected if
steroid injections were randomly allocated to patients with
shoulder disorders and when clinically relevant outcome
measures were reported. Because the validity of study out-
comes depends heavily on the strength of methodological
quality, the methods were assessed systematically by two
'blinded' independent reviewers. This resulted in a method
score (maximum 100 points) that was based on four cate-
gories: study population, interventions, measurement of
effect, and data presentation and analysis. Confidence
intervals for the differences between groups in success
rates were calculated in order to summarize the efficacy of
steroid injections.
Results. Only three out of the 16 studies scored more than
50 points, indicating a generally poor quality of methods.
Most studies reported small sample sizes. The flaws most
often found were incomparability of co-interventions and
poor blinding of therapist. The methods assessment was
frequently hampered by incomplete information about ran-
domization, prognostic comparability, compliance, out-
come measures included, blinding of patients and blinding
of outcome measurement.
Conclusions. The evidence in favour of the efficacy of
steroid injections for shoulder disorders is scarce. The
methods of most studies appear to be of poor quality. The
few studies that appear to be credible do not provide con-
clusive evidence about which patients at what time in the
course of shoulder disorders benefit most from steroid
injections.
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Introduction
Shoulder disorders
A BOUT 10% of the population suffer from one or more
tI.episodes of shoulder disorders in the course of their life.'
Pain and stiffness in the deltoid region, which cause limitations
of daily activities, are the commonest complaints of these
patients. Pain is elicited or aggravated by movement and usually
restricts the range of movement. Pain when lying on the impaired
shoulder results in problems with sleeping.'-3 Most often, these
shoulder complaints are caused by periarticular soft tissue
impairment.34 A minority of all complaints originate from neuro-
logical or generalized musculoskeletal conditions, neoplasms or
referred pain from the neck or from internal organs.4 Five per
cent of all consultations in general practice relate to shoulder dis-
orders. 5-6 Out of all newly presented episodes, 23% resolve
within one month, 51% within 6 months and 59% within one
year (Van der Windt, et al, submitted for publication).

Injection
Twelve per cent of all patient-physician contacts for shoulder
disorders involve local steroid injections.7 Steroid injections are
commonly used in combination with analgesics, NSAIDs, rest,
physical therapy or exercises. In the Netherlands, injection thera-
py is given in 20% of all episodes of shoulder disorders.8 Patients
with shoulder disorders are believed to benefit considerably from
steroid injections.9 However, controversy over their efficacy per-
sists. The anti-inflammatory effects of steroid injections are to
relieve pain, improve or maintain joint function, and diminish
disability.7"'
The postulated mechanisms for the effects of steroid injections

have not been supported by sufficient clinical empirical evi-
dence. Steroid injections should inhibit the synthesis of intlam-
mation-mediating substances (e.g. prostaglandins), stabilize mast
cells and inhibit cellular activity; pain-reducing effects have been
reported.'2 In addition, a decrease of tissue calcification and iron
deposition has been reported, together with increased vascular-
ization, permeability of the synovial membrane and viscosity of
synovial fluid.7""'2 Regenerating effects on damaged articular
cartilage'3 or slowing of the progression of cartilage attrition7'12
have not been demonstrated.

Adverse clinical effects of steroid injections have not been
systematically investigated. Dermal atrophy, bacterial arthritis,
haemarthrosis and thrombophlebitis are attributed to technical
artefacts,7"2'4 while urticaria and facial flushing are ascribed to
suspension preservatives.7 Charcot arthropathy is reported in
about 1% of all injections and systemic post-injection flare (i.e.
acute steroid synovitis with fever), paresis and vertigo in about
2% of all injections. Ligamentous laxity, joint instability and cal-
cification or rupture of tendons and joint capsules, caused by col-
lagen necrosis and increased soft tissue degeneration, are associ-
ated with depot injections of long-acting steroids and repeated
injections to the same joint.'23 Therefore, repeated injections in
the same joint within a short period of time should be avoided.
Zuckerman et al recommend injecting the same joint only once
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in every 6 weeks, with a maximum of three times per year.'3

In this systematic review, we summarize the results of ran-

domized clinical trials (RCTs) on the efficacy of steroid injec-
tions for shoulder disorders. While RCTs offer the best possibili-
ty for a valid evaluation of treatment efficacy,'5-'7 many aspects
of design, conduct and analysis require careful handling for con-

clusions to be valid. In order to minimize bias, we assessed the
methods of available trials according to generally accepted
methodological requirements for intervention research.5-211

Method
We identified relevant publications by means of computerized
searches and citation tracking. The search strategy included
Medline (Index Medicus 1/1966-11/1995) and Embase (Excerpti
Medica 1/1984-11/1995). Potentially relevant papers were har-
vested from a total of 105 records in Index Medicus and a total of
101 records in Excerpta Medica. In addition, relevant citations of
available papers were traced.

For this systematic review, we included studies that met the
following conditions:
* Patients had shoulder pain at the moment of inclusion.
* At least one of the treatment regimens included steroid

injections.
* Treatment regimens were allocated by a random procedure.
* Clinically relevant outcome measures were included (e.g.

treatment success, pain, mobility or functional status).
* Results were published as a full report before November

1995.
GJMGH selected the study reports. In order to minimize

potential reviewer bias, he blinded papers for author(s), journal
identification, results and conclusions. BWK and JK indepen-
dently assessed the blinded reports with respect to the quality of
study methods. Then, still blinded, they resolved disagreement in
a consensus discussion. Our assessment of methods was based on

four categories (Table 1): (1) study population; (2) interven-
tions,;(3) measurement of effect; and (4) data presentation. We
divided these four categories into 15 different criteria (A-O).
Similar criteria are used in peer review systems of journals21-24
and have been used in other systematic reviews.25-33 For this
review, we adjusted the criteria for application to steroid injec-
tions and shoulder disorders.

For each of the 15 criteria (A-O), we assigned a weight rela-
tive to its putative importance for validity, precision or clinical
relevance. The information from the papers about each criterion
was analysed. If sufficient information was reported, the likeli-
hood of potential bias was evaluated. If bias was unlikely, the
criterion was rated as satisfied. For each study, we calculated a

method score by summing the weights for all criteria satisfied.
The studies were subsequently ranked according to this sum-

score. The theoretical maximum sumscore of 100 points could be
obtained when the design, conduct and results of a study were

adequately reported and bias was considered to be unlikely in all
criteria.

Incomplete information about study methods may hamper the
assessment of the quality of methods. The sumscore of the
weights for insufficiently reported criteria indicates the amount
and magnitude of this incomplete information.

Success rates were determined for each intervention group by
dividing the number of documented successes at the end of the
intervention period by the number of patients randomly allocated
to the intervention. These calculations were made according to
the intention-to-treat principle; 'drop-outs' and 'loss-to-follow-
up' were assumed to represent failures. The differences between

Table 1. Criteria list for a methods assessment of randomized
clinical trials of steroid injections for shoulder disorders.

Criteria Weight

Study population
A Selection 4
B Adequate randomization procedure 5
C Study size 15
D Comparability of relevant prognosis at baseline 10
E Drop-outs described for each treatment

group separately 6
F Loss-to-follow-up described for each treatment

group separately 5
Interventions
G Description of treatment(s) 12
H Co-interventions avoided (or comparable) 4

Measurement of effect
I Patients blinded 4
J Therapist blinded 4
K Observer blinded 4
L Relevant outcome measures 10
M Blinded outcome measurement 5
N Duration of follow-up 4

Analysis and results
O Adequate analysis and presentation 8

Total 100

A Two points if target population is defined by means of explicit selec-
tion criteria; 2 points if selection is restricted to a population
homogenous for relevant prognostic markers (e.g. duration of com-
plaints, painful arc, pain at night, radiating pain and prior treatment).

B Five points if number generation and concealed allocation is used for
treatment allocation

C Five points if smallest group is bigger than 25 patients immediately
after randomization; 10 points if more than 50 patients; 15 points if
more than 75 patients.

D Two points each if study groups are comparable at baseline for: (1)
duration of the complaint; (2) baseline scores for outcome measures;
(3) age; (4) number of relapses; or (5) radiating pain.

E Six points if no patients withdrew after randomization (drop-outs): 2
points if the number of drop-outs is presented for each study group
separately; 4 additional points if reasons for withdrawal are specified
for each study group separately.

F Loss-to-follow-up: 100 minus [the number of patients at the main
moment of effect measurement for the main outcome measure (if
not stated according to the reviewers), divided by all randomized
patients, times 100%]. One point if loss-to-follow-up is less than 20%
in each group; 4 points if it is less than 10% in each group.

G One point for every adequately described feature of injection and ref-
erence treatment: treatment type; steroid type or modality; needle
placement or application technique; intensity or solution; treatment
number and frequency; compliance. Two additional points if both
placebo and pragmatic control group are included.

H One point if co-interventions are comparable between the groups; 3
points if co-interventions are standardized or avoided in study design.
Two points if blinding of patients was attempted or only naive
patients were enrolled; 2 additional points if blinding for treatment
contrast proved successful.

J Two points if blinding of therapists was attempted; 2 additional
points if blinding for treatment contrast proved successful.

K Two points if blinding of observer was attempted; 2 additional points
if blinding for treatment contrast proved successful.

L Two points for every assessed outcome measure: (1) pain; (2) suc-
cess rate or proportion for global measure of improvement or recov-
ery; (3) functional status (activities of daily living); (4) mobility (range
of motion); and (5) medical consumption (e.g. medication or surgery).

M One point for every blindly assessed outcome measure (see L)
N Two points if outcomes were assessed immediately after the last

treatment; 2 additional points if this was done 3 months or longer
after randomization.

0 Five points if data for most important outcome measure on the most
important moment of effect measurement are adequately presented
(frequencies or mean, and standard deviation or centiles); 3 addition-
al points for an adequate analysis, with adjustment for drop-outs,
loss-to-follow-up, missing values, non-compliance and co-interven-
tions if appropriate.
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Table 2. Results of the methods assessment of the randomized clinical trials of steroid injections for shoulder disorders.

First author A B C D E F G H J K L M N 0 Method Information
4 5 15 10 6 5 12 4 4 4 4 10 5 4 8 score incomplete

Petri39 2 5 5 2 - 5 12 - 2 2 2 8 4 2 8 59 26
Adebajo40 4 - - 6 6 5 12 - 2 - 2 6 3 2 8 56 16
Vecchio41 4 - 5 6 6 5 10 3 2 - - 6 - 2 5 54 36
De Jong42 2 5 - 6 6 1 8 3 2 2 2 6 2 2 - 47 31
Richardson43 2 - 5 6 2 1 8 3 2 - 2 4 2 2 5 44 37

White44 4 - - 8 2 - 8 - 2 - 2 6 2 2 5 41 45
Withrington45 - - - 4 6 5 8 3 2 - 2 4 2 2 3 41 34

Jonquibre46 4 5 10 4 2 - 8 - - - 2 6 - 4 5 40 44

Jacobs47 2 - - 4 6 1 8 - - - 2 6 - 4 5 38 35
Berry48 2 - 2 6 5 6 - - - 2 6 1 2 5 37 29
Rizk50 4 - - 6 2 1 8 3 - - 2 4 1 4 - 35 40
Hollingworth51 2 - 5 2 - - 8 - 2 - 2 2 1 2 5 31 53
Knorre52 - - 5 4 - - 8 - - - - 4 - 2 5 28 47

Dacre53 4 - - 4 - 1 2 - - - 2 4 1 4 - 22 49
Bulgen54 4 - - - - - 6 - - - 2 4 - 4 - 20 57

Lee55 2 - - - - - 4 - - - - 2 - 2 - 10 51

the success rates and the corresponding 95% confidence intervals
(95% CIs) were calculated for all relevant comparisons.

ing effect measurement. In
adverse effects was deficient.

addition, reporting of long-term

Results
Methodological quality
We identified 22 papers reporting studies that met our five condi-
tions for inclusion in the blinded method assessment. We exclud-
ed five studies: one34 because it was only published as an abstact;
one35 because the results of patients who received injection could
not be identified separately; and three studies36-38 without a con-
trast for injection between intervention groups. The quality of
methods of the remaining 16 papers and two theses39-56 was
assessed.

Initial disagreement between the two independent reviewers
was found mostly to result from reading errors. All discrepancies
were easily resolved during a consensus discussion, the methods
scores are based on the reviewers full agreement. For two studies
that have been reported more than once,48'4955'56 we calculated
the method scores from the combined information. Hence, the
results of 16 RCTs are presented.

Table 2 presents, for each study, the points assigned to each
criterion and the method score; the main features of the design of
the 16 RCTs and their results are given in Table 3.

All studies scored less than 60 points. Only three studies39A4
attained a method score of more than 50 points, indicating the
poor overall methodological quality of most studies. In general,
studies proved to be methodologically sound with respect to (A)
patient selection, (E) reported drop-outs, (G) intervention
descriptions, and (0) analysis and presentation of data.
Nevertheless, the range of the method score is wide (average 37
points, range 10-59). The most prevalent flaws were in (H)
incomparability of co-interventions and (J) poor blinding of ther-
apist. In addition, most study sizes (C) were small.
The sumscore for insufficiently reported criteria varied widely

Eaverage 39 points, range 16-57). Methods assessment was often
hampered by incomplete information about (B) the randomiza-
tion procedure, (D) prognostic comparability of study groups at
baseline, (G) compliance with interventions, (L) outcome mea-
sures and blinding, (I) of patients, (K) of observer, and (M) dur-

Efficacy of steroid injections
Whereas reporting data for treatment success and pain relief gen-
erally was informative enough to support the conclusions, sever-
al authors drew conclusions about additional outcome measures
for which no data were presented. We used differences in pro-
portions of treatment success in order to evaluate efficacy of
steroid injections. Poor presentation of data impeded these calcu-
lations for five studies.42 47'53-55 In only one study5" did our inten-
tion-to-treat analysis result in slightly different success rates
compared with the results reported in the original publication.

In Table 4, the 95% CIs are presented for comparisons
between steroid injections and placebo interventions. The studies
are ranked according to quality of methods. The two studies39'4"
with the highest method scores reported a significantly higher
success rate for steroid injection (95% CI excludes zero), but in
only one study4" did the lower limit of the 95% CI exceed a dif-
ference in success rate of 20%.

Table 5 shows the 95% CIs for comparisons between steroid
injections and competing treatment modalities (mainly physio-
therapy or medication). In two out of the three studies with
method scores above 50 points, 39.40 the lower limit of the 95%
CI exceeded a 10% difference in success rate in favour of steroid
injection. Other studies reporting results in favour of steroid
injection42'47'5' did not reach a method score of 50 points.

Discussion
Our search strategy in the medical literature identified 16 papers
about studies that met our inclusion criteria. It is not very likely
that we have missed large RCTs by our rather extensive search-
es. Nevertheless, additional relevant studies might have remained
unpublished or have been published in journals that are difficult
to retrieve.

Although the checklist used is not exhaustive, it represents a
high standard for quality of methods. Therefore, the maximum
score of 100 points is probably not easily reached. However, it is
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Table 4. Point estimates and 95% confidence intervals for the dif-
ference in success rates in studies comparing steroid injections
with placebo treatment for shoulder disorders. The studies are
ranked according to methodological quality.

Difference 95%
First Method in success confidence
author score Comparison rates limits

Petri39 59 i + ii vs iii + iv 14% 1, 27
Adebajo40 56 vs iii 70% 50, 90
Vecchio41 54 6% -18, 30
Richardson43 44 7% -13, 27
Withrington45 41 27% -11, 65
Berry48 37 vs v -25% -62, 12
Rizk50 35 + ii vs iii + iv -9% -25, 9

Table 5. Point estimates and 95% confidence intervals for the
difference in success rates in studies comparing steroid injec-
tions with currently applied treatment modalities for shoulder
disorders. The studies are ranked according to methodological
quality. Five studies42,47,5355 provided insufficient data for the cal-
culation of confidence intervals.

Difference 95%
First Method in success confidence
author score Comparison rates limits

Petri39 59 vs iv 20% 13, 27
Adebajo40 56 vs ii 40% 13, 68
White44 41 -5% -35, 25
Jonquibre46 40 -8% -33, 17
Berry48 37 vs iii 8% -32, 48

vs iv 0% -40, 40
ii vs iii 0% -40, 40
ii vs iv -8% -48, 32

Hollingworth5' 31 40% 20, 60
Knorre52 28 vs ii -3% -28, 22

i vs iii 7% -18, 32

disappointing to find that the quality of methods of the published
RCTs is so low. This indicates that serious bias was present in
most of the available studies. In addition, incomplete information
about important features of design and conduct frequently ham-
pered the assessment of the quality of methods. Incomplete infor-
mation can indicate only poor reporting but may also disguise
additional flaws. Guidelines have been proposed to improve the
reporting of randomized clinical trials.57.58 It is hoped that better
reporting of trials will also improve the informativeness of sys-
tematic reviews.

Our scoring system provides a quantitative index of the likeli-
hood that the reported results of RCTs are free of bias. However,
combining information from different study features in a sum-
score for quality of methods may conceal variation between stud-
ies, thereby reducing informativeness. Hence, method scores
must be interpreted as relative scores, and one must be cautious
when comparing the scores between reviews with different
research questions.
When the studies are ranked according to their method scores,

however, the order of studies included in both our review on
NSAIDs26 and the present one does not differ substantial-
ly,39,404448 despite slightly different criteria and different review-
ers. The same holds for studies that were included in both our
review about physiotherapy25 and the present one.46,4853-55 Only

one study48 was ranked higher in both the other reviews.
The studies included in this review were aimed at a wide vari-

ety of conditions and disorders. Unfortunately, there is much
confusion and lack of consensus regarding the classification of
shoulder disorders. For disorders labelled seemingly straightfor-
wardly as tendinitis or capsulitis, diagnostic criteria differed even

between studies. In addition, the majority of the studies included
heterogeneous populations with respect to the duration of the
shoulder disorders. In order to identify any difference in efficacy
of steroid injections between indications, we included diagnostic
categories in Table 3; there was no strong evidence for such dif-
ferences.

A valid randomization procedure, with adequate generation of

random number sequence and concealed assignment, can prevent
selection bias.59 In addition, randomization in blocks can balance
sample sizes between treatment groups. Although we excluded
studies without random treatment allocation, biased results can-

not be ruled out completely, since method assessment revealed
that only a few papers gave a clear description of the randomiza-
tion procedure. Reporting and interpretation of prognostic com-

parability of groups at baseline was deficient in many studies. An
adequate randomization procedure does not always guarantee
equal distribution of confounding variables among the study
groups, particularly when the study size is small.6"
Documentation of confounding variables and baseline rates of
outcome measures gives some indication of whether the random-
ization procedure has been successful for these (known and mea-

sured) variables. Only occasionally relevant prognostic variables
were accounted for, such as recurrence status, prior treatment
(e.g. steroid injections), involvement of both shoulders and
antecedent trauma.

Blinding can prevent information bias during outcome mea-

surement.6t In a placebo-controlled study, blinding of both
patient and therapist can be ensured when the milky colour of
steroid injection fluid is masked by covering the ampoule.
However, only a few studies reported on blinding of patients and
therapists or blinded effect measurement, or attempts to do so.

Clinical evidence on the importance of needling techniques is
scarce. Although standardization of injections appeared to be
adequate, problems with placement of injections, owing to
anatomical variations62 or inaccurate intra-articular needling
techniques,63 might contribute to poor clinical outcome.
Nevertheless, Hollingworth et a15I reported higher success rates
for injections directed at the impaired soft tissue structure that
was identified during physical assessment compared with tender
or trigger-point injection.

Little information was provided about the scales and proce-
dures employed during outcome measurement. Pain and recovery
or general improvement were the most frequently reported out-
come variables. Few studies provided data about other relevant
outcome measures, such as range of motion, functional status
and medical consumption. Moreover, although the statistical sig-
nificance of results was always reported, the statistical tests on

which the conclusions were based were reported only occasional-
ly. Little attention was given to the clinical relevance of the
results.' Different authors claim positive short-term effects of
triamcinolone injection. However, no long-term effects have
been reported. In addition, because the generally very short fol-
low-up impeded detection of more serious long-term adverse
effects, a valid benefit-risk estimation is not possible. Hence, its
effect on long-term prognosis remains unclear.

Although reporting of confidence intervals65 was deficient in
most studies, only a few studies failed to provide sufficient data
about pain and recovery essential for our calculations of 95%
CIs. A sufficiently large study size is necessary in order to detect
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clinically relevant differences in outcome between interventions.
Most confidence intervals proved to be wide owing to small
study sizes. Statistical pooling can increase power, but we decid-
ed not to pool the data because of the widely varying quality of
study methods and inadequate reporting. Pooling was further
impeded by the heterogeneity of the studies included with
respect to populations, interventions, outcome measures and
duration of follow-up. For these reasons, and because of our fear
that statistical pooling would yield a biased effect estimate, we
preferred systematic methods assessment to study the evidence
and to identify and present sources of disparity and conflict
among clinical trials.
The evidence in favour of the efficacy of steroid injections for

shoulder disorders is scant. Only a few of the available RCTs
appear to be credible, but they do not provide conclusive evi-
dence about the efficacy and safety of steroid injections for
shoulder disorders, especially regarding long-term outcome.
Because of the poor quality of methods of most available studies,
it is not possible to formulate a strong and valid judgement for or
against the use of steroid injections for shoulder disorders.

There is more evidence for the short-term efficacy of periartic-
ular triamcinolone injection3940 than for prednisolone injection.
Future studies into the efficacy of steroid injection should focus
on the comparison of periarticular triamcinolone injection with
no intervention or a placebo injection. In addition, studies com-
paring steroid injections with competing treatment modalities
should focus on long-term (cost-) effectiveness and benefit-risk
ratios. Methodological flaws presented in this review should be
avoided. During the design and conduct of studies, more atten-
tion should be given to recruitment of a sufficient sample size, a
valid randomization procedure, determination of prognostic com-
parability at baseline, compliance with interventions, restriction
or standardization of co-interventions, blinding of therapists,
patients and effect measurement, sufficient duration of follow-
up, and documentation of adverse effects. In addition, more
attention should be given to adequate reporting of design, con-
duct and results of such studies.

References
1. Croft P. Soft tissue rheumatism. In: Silman AJ, Hochberg MC (eds).

Epidemiology of the l heumatic diseases, pp. 375-42 1. Oxford:
Oxford University Press, 1993.

2. Jayson MIV. Frozen shoulder: adhesive capsulitis. BMJ 1981; 283:
1005-1006.

3. Bland JH, Merit JA, Boushey, DR. The painful shoulder. Semin
Arthr Rheum 1977; 7: 21-47.

4. Uthoff HK, Sarkar K. An algorithm for shoulder pain caused by soft-
tissue disorders. Clin Orthop Rel Res 1990; 254: 121-127.

5. Grundemeijer HGLM, Brouwer HJ. De betekenis van fysiotherapie
bij aandoeningen aan het bewegingsapparaat. Huisarts en
Wetenischap 1988; 31 (Suppl. 12): 44-59.

6. Peters D, Davies P, Pietroni P. Musculoskeletal clinic in general
practice: study of one year's referrals. Br J Geti Pract 1994; 44: 25-
29.

7. Gray RG, Gottlieb NL. Intra-articular corticosteroids. An update
assessment. Clitn Orthop 1983; 177: 235-263.

8. Miedema HS. Reuma-onderzoek meerdere echelons (ROME): basis-
rapport. Leiden: Nederlands Instituut voor Praeventieve
Gezondheidszorg TNO, 1994.

9. Anonymous. Injecting the painful shoulder [editorial]. Lancet 1976:
i: 27.

10. Goldie 1. Local steroid therapy in painful orthopaedic conditions.
Scott Med J 1972; 17: 176-186.

11. Bakker JF, Jongh L de, Jonquiere M, Mens J, Oosterhuis JJ,
Poppelaars A, Schoonheim FL, Winters JC. Schouderklachten
Standaard M08 Nederlands Huisartsen Genootschap. Huisarts en
Wetetnschap 1990; 33: 196-202.

12. Putte LBA van de, Joosten LAB, Berg WB van den. Corticosteroids:
immediate and delayed risks of intra-articular administration. In:
Mummenthaler M, Zwieten PA van, Farcor JM (eds). Treatmenit oYf
chronic pain Possibilities, limitationis and long term follow up, pp.
72-75. Chur: Harwood Academic Publishers, 1990.

13. Zuckerman JD, Meislin RJ, Rothberg M. Injections for joint and soft
tissue disorders: when and how to use them. Geriatrics 1990; 45: 45-
55.

14. Hollander JL. Intra-articular hydrocortisone in the treatment of
arthritis. Annii Interni Med 1953; 39: 735-746.

15. Pocock SJ. Clinical tritils. Chichester: J Wiley & Sons, 1991.
16. Meinert CL. Clinical trials: dlesigin, conduct and anallYsis. Oxford:

Oxford University Press, 1986.
17. Feinstein AR. Clinical epidemiology: the airchitecture of'clnical

research. Philadelphia: WB Saunders, 1985.
18. Cho MK, Bero LA. Instruments for assessing the quality of drug

studies published in medical literature. JAMA 1994; 272: 101-104.
19. Chalmers TC, Smith H, Blackburn B, et al. A method for assessing

the quality of a randomised clinical trial. Controlled Cliii Trials
1981; 2: 31-49.

2t). Linden Sj van der, Bouter LM, Tugwell P. What are the minimal
methodological and statistical requirements for a good trial'? 1. The
clinician's view. In: Schlapbach P, Gerber NJ (eds). Phy'vsiotherapY.:
controlled trials and facts. Rheumatology; 14: 1-8. Basel: Karger,
1991.

21. Anonymous. Instructions to authors. BMJ 1994; 308: 39-42.
22. Boissel JP. Standards for reporting clinical trials. Clini Trials Meta-

analysis 1993; 28: 195-197.
23. Nachemson AL, Larocca H. Editorial. Spin?e 1989; 12: 427-429.
24. Mosteller F, Gilbert JP, McPeek B. Reporting standards and research

strategies for controlled trials: agenda for the editor. Conitrolled Cliii
Trials 1980; 1: 37-58.

25. Heijden GJMG van der, Bouter LM, Beckerman H, Bie RA de,
Oostendorp RAB. Effectiviteit van fysiotherapie bij schouderklach-
ten. Nederlands Tijdschrift iwoor Fysiotherapie 1992; 102: 38-46.

26. Windt DAWM van der, Heijden GJMG van der, Scholten RJPM,
Koes BW, Bouter LM. The efficacy of non-steroidal anti-inflamma-
tory drugs for shoulder complaints. J Clini Epidemiol 1995; 48: 691 -
704.

27. Riet ter G, Kleijnen J, Knipschild P. Acupuncture and chronic pain: a
criteria based meta-analysis. J Clini Epidemiol 1990; 43: 1191-1199.

28. Kleijnen J, Knipschild P, Riet G ter. Clinical trials of homoeopathy.
BMJ 1991; 302: 316-323.

29. Koes BW, Assendelft WJJ, Heijden GJMG van der, Bouter LM,
Knipschild PG. Spinal manipulation and mobilisation for back and
neck pain. BMJ 1991; 303: 1298-1303.

30. Koes BW, Bouter LM, Beckerman H, Heijden GJMG van der,
Knipschild PG. Physiotherapy exercises and back pain. BMJ 1991;
302: 1572-1576.

31. Beckerman H, Bouter LM, Heijden GJMG van der, Bie RA de, Koes
BW. Efficacy of physiotherapy for musculoskeletal disorders. What
can we learn from research? Br J Getz Pract 1993; 43: 73-77.

32. Koes BW, Tulder MW, Windt DAWM van der, Bouter LM. The
efficacy of back schools: a review of randomised clinical trials. J
Cliii Epidemiol 1994; 47: 851-862.

33. Koes BW, Hoogen HMM van den. Efficacy of bed rest and orthoses
of low-back pain. A review of randomised clinical trials. Eur J PhYs
Med Rehab 1994; 4: 86-93.

34. Williams NE, Seifert MH, Cuddigan JH, Wize RA. Treatment of
capsulitis of the shoulder. Rheunatol Rehab 1975; 14: 236.

35. Arias M, Alcala T. Frozen shoulder: a new approach to its treatment
with local anaesthesia. Eur J Phvs Med Rehab 1992; 2: 11-14.

36. Friis J, Jarner D, Toft B, Christensen K, Christophersen J, Ibfeldt
HH, Korsgaard J, Skinhoj A, Andersen F. Comparison of two
ibuprofen formulations in the treatment of shoulder tendonitis. Clin
Rhewmatol 1992; 11: 105-108.

37. Corbeil V, Duissault RG, Leduc BE, Fleury J. Capsulite retractile de
l'epaule: etude comparative de I'arthrographie avec corticotherapie
intraarticulaire avec ou sans distension capsulaire. Cani Assoc Radiol
J 1992; 43: 127-130.

38. Thomas D, Williams RA, Smith DS. The frozen shoulder: a
review of manipulative treatment. Rheutnatol atnd Rehab 1980; 19:
173-179.

39. Petri M, Dobrow R, Neiman R, Whiting-O'Keefe Q, Seaman WE.
Randomised, double-blind, placebo-controlled study of the treatment
of the painful shoulder. Arthritis Rheum 1987; 30: 1040-1045.

40. Adebajo OA, Nash P, Hazleman BL. A prospective double blind
dummy placebo controlled study comparing triamcinolone hexace-
tonide injection with oral diclofenac 50 mg TDS in patients with
rotator cuff tendinitis. J Rheumatol 1990; 17: 1207-1210.

41. Vecchio PC, Hazleman BL, King RH. A double-blind trial compar-
ing subacromial methylprednisolone and lignocaine in acute rotator
cuff tendinitis. Br J Rheumatol 1993; 32: 743-745.

42. Jong BA de. The painfil stiff shoulder [thesis]. Amsterdam:
University of Amsterdam, Rodopi, 1991.

43. Richardson AT. The painful shoulder. Proc RoY Soc Med 1975; 68:
73 1 -736.

British Journal of General Practice, May 1996 315



Geert J M G van der Hei.jden, et 11 Review

44. Wlhilc RI], Painll I)M. Fleininoe KW. Rotator cuti1 tc,t.liditis: col,iparli-
Soln ot suba roillial011 1itcdion ot a Ilon act,iil corllt(cosicroid vS. oral
indoul,th;, ini tl..i iplr klhemtol 98(6: 13: 608-6 1 3.

45. Wihrinotuu RIH. (iirois FI.. Sciltci MH. A placcbo-coutrolled triail
()Its'oild In jectiols ill hc trcal ntiiti oft suplaspillnatus lcndollilis.
SC ,i0 .I KRh oimiol 985: 14: 76-78.

40). .10o1LILli'l-C M. l) , ,,,l I,,allm,.110,.,lder,- ci,,(ll leboogkaclo(li(,
01'017g('i, h' 'i hIuitd'arCll( e\Io( I''l,t4('A('ldold(I r-o('i'o(' inld

Iiii.uiS, lPiltli atii'k (1thtcsis). Rotterdau: Irasiutts tJiIvevrsity. 19X6.
47. Jacobs l.(i 13arloit MA. Wa;llac WA. IrlrouOIIS J1, D)linn NA.

BossiitlIiamt 1)1i. It11-aIrMAtiCu.tkr dismcitsioit aitd steroids i llttilc ma,,t-
atecutcitt oft apsutlilis ou thc shoutler. MA.I 1991 302: 1498-1501.

48. licrrx 1H1 iteinanles L. tBloot 3. lark R.I. H[lailton 1B. Clitical
Studt\y Coltipai11inI aui;ntcLiuc, pth'si0ttltc-apy'. iInjectiot aiti.L (iiall aillti-
iHt1littitttlor, lb. i-ap\i itl stiltiitcr-cu Cf tsiitns. (Ciii, Mcd RKi.s (p)i,
1980' 7: '1I -I '6.

49). Fernaitdes I- Beiri,F (kI;rk Ri., 13looi ti H13 miltoi t FBI). (linical
siudy toIllttpaieitatllIlticturc. phiysilttcriapy) itlc'ctiOiit auid oral ali
iittl;ittldloli5 tttilt l ) llstiiiti(1--Ctrl-ct Icsioits. La Cl t19801: i: 2118
2119.

511. Ri,k TI'l. Phitits RSTItFasai\, AS. (Coriticostcrild itjcctitiots it alhc-
siVC c lisulitis: int\cstioitioni of their vatlue aid sitc. . i/chl, t',.h Med
Re/tbil t99t1 72: ')- '.

5 1. HIloingwotih GR, Ellis RM. H[tici-slety TS. Coittparisont ot injecutiO
tecitiitules tor siottlidei p iun: resutis ol' a (ioutle hIiiitd, ralnttlLtisc
study. BM.1 1983X 287: 1339-1341.

5.1 Kuoie B1 Keitel W. Verlecichende Therapicstudic: UlJtrasclall,
Kryotheiapie unLd intiirnltikultie Kortisonoidc bei Veriltdelilgilte
tles Schtultergelenies aus entzUitndlichetr Urs;ct. Zeitschiiftii ui
Plsiothe.i-w t/ifi I1990() 42: 22?1 _22)5

53. Dlare JE, Beealey N, Scott DL. Injectionis iiwtd physiotlerapy tor thc
paintul stiff shoulder. Aiui Rhleumn i.s 1989; 48: 322-32.

54. Bulen DY, Binder Al, Hazlemnan BL, DuttOit J, Roherts S. Frozci
shulttitder: prospective cliitical study Witil au cvaluation of three trcat-
ntenit regintenls. A,,,i Rliei,ui, Di.s 1984; 43: 353-360.

55. Iee PN. Lce M, Halq AMMM, Longton EB, Wright V. Periarthritis
ot the shoulder. Tri;al of treatitetits investigatted by itLIltiVarliate
analysis. Ann,i Rheliei Di.', 1974; 33: 116-119.

56. Lee M, Haq AM, Wright V, Longtoni EB. Pcriar-thr-itis ol the shoul-
der: a contiolled trial of physiotherapy. PhYvotioulwa)y 1973; 59:
3312-315.

57. T'he Standards of Reporting Triails Group. A proposall (ior structuled
reportiitg of randomiised cointt-olled trials. IAMA 1994; 272: 1926-
1931.

58. Working Group. Calil 0or cotitmnelts otn a propo(sal to improve report-
ing ot clinical triials in the biontedicall literatLire. Aiii lilt Med 1994;
121: 894-895.

59. Schulz KF, Clhalimie-s 1. Grimes D)A, Altmlail DG. Assessiing the qluall-
ity otf randormisation from repotrts otf controlled trials published in
obstetrics and gynaectltgy journals. JAM,4 1994; 272: 125-128.

6(0. Altittait DG, Dorie CJ. Randiomisation and baseline comiiparisons in
clinicial trialls. Lamiitet 199(0; 335: 149-153.

61. Ederer F. Patient biais. investigator bias and the double-niasked pro-
cedules in clinical trials. Anii J Mel 1975; 58: 295-299.

62. Strizah AM, Danzig L, Jacksoin DW, Reznick D, Staple T.
Subacromnial bursogr-aiphy. An a;natoinical clinical study. J Boe,e Joiit
Sun,g (Ain) 1982; 64: 196-201.

63. Jones A, Regan M, Ledinghaimi J, Pattrick M, Mauhire H, Doherty M.
Importance of placemilent of intra-artiCulalr steroid itijections. BM.I
1993; 307: 1329-1330.

64. Moher D, Dulberg CS, Wells GA. Stattistical power, sample size, and
their reporting in ra;ndoirtised controlled trials. JAMA 1994; 272:
122- 124.

65. Gardner MJ, Altmuan DG. Statistics with confidence. In: Confidence
iliteli'(i.s aidC xtalti.stiel tgiib(Ili-e.Iondon: British Medical Journal
Publishers, 1989.

Address for correspondence
GJMG van der- Heijden, Departitteiit ot( Epidlemiology, University
ot( Limburg, P0 Box 616, 6200 MD Maastricht, the Netherlailds. E-malil:
G.vanderHei.jden@EPID.RuLimiiburg.Nl-.

HEALTH CARE
SERVICE FOR
PRISONERS

The Service provides medical care for prison-
ers to acl standard equivalent to that in the
National Health Service, and employs ovxer
250 doctors, both full titmne and part timlle.

A programme of training is provided which
recognises the specialist naIture of miedical
work in prisons to incluide miianagemnent: the
syllabus leads to the acquisition of a Diploma
in Prison Medicine.

All facilities and equipment are provided and
all employed doctors are indemnified by the
Service. Prison medicine is a challenging and
rewarding area of medical practice. Vacancies
exist both for full time and part time posts in
many parts of England and Wales.

Doctors who are interested are invited to write
or speak to:

Dr Roy Burrows,
Directorate of Health Care,
Cleland House, Page Street,
London SW I P 4LN,
Tel: 0171-217 6550,
Fax: 0171-217 6412.

316 British Journal of General Practice, May 1996


